were beginning to impact occupational health services at an increasing rate. Thus, it was critical to identify cost effective, quality occupational health services as effective business practice (Fitko, 1994) . The disability management program developed at this petrochemical site was easily demonstrated, through business analysis, as a highly cost effective and cost beneficial program. Cost data were obtained through collaboration with the petrochemical facility's on site accounting department, responsible for tracking days away from work (DAFW) and administering the disability payment process (Holford, 1993) .
Direct cost is defined as the cost of 1 day's employee wages or short term disability or sick day pay. Indirect cost is defined as cost of replacement, rehiring, and retraining, as well as down time and lack of complete business process resulting in lower production. This cost has been identified as 5-15 times the cost of disability direct pay (Guidotti, 1989) . Studies by one large company reflected indirect costs as $300.00lhour (unpublished data, Intel Corporation, 1997) .
Specifically in terms of the pilot program, clinical intervention resulted in significant reduction of DAFW, translating into savings in short term disability direct and indirect costs. For example, an employee paid at the rate of $20.00 per hour X 8 hours = $160.00 per day. One week's earlier return to work results in 5 days cost savings, or $800.00. Conservative estimates of indirect costs were identified as 5 X $800.00 ($loo.oolhr) = $4000.00 for 1
week, for a total of $4,800.00. It is important to note this savings is for one employee for 1 week! With an employee population of 1,800, it is easy to see the cost savings realized, as well as potential for future cost savings. This program represents an example of an occupational health service program linking resources to business process to product in support of the corporation's business.
NEW PRODUCT DEVELOPMENT
In 1995, the author and a new chief physician continued the program and presented the entire process to the corporate occupational health and employee benefits department. In 1996, because of the initial program's success, the author was relocated to the corporate office. The charge was to build an occupational health business product/service, based on the sucessful pilot program, to be delivered to approximately 38,000 employees. The plan was to sell the disability management process for non-occupational illness and injury (medical case management) as a health service product to plant sites of the parent company throughout the United States. The new product was one of several health service products offered by the corporate health service.
Medical case management has been referred to by such terms as managed care, disability management, and risk management. Medical case management can be viewed as a chameleon, assuming several forms and functions depending on the environment in which it functions. Thus, a critical first step in product development was a clear definition of the mission, goals, and objectives of the program to arrive at a clear, concise description of the product to be marketed to customers.
The goal, defined in the business plan written for this product, was to assure employees received optimum health care in the most cost effective manner. A secondary goal was to effect a timely return to work and, as a result, reduce the company's sickness and disability program costs.
The occupational health nurse manager, charged with defining, developing, and implementing this disability management process, used business process methodology and design. The nurse manager began the steps in building the process. With an understanding of the core competencies of the corporation and health service, the manager wished to link the core competencies of the occupational health service to the strategy of the disability management process (Hamel, 1990) .
Business Process Steps
The occupational health nurse manager began by using the steps in business plan development (Kalina, 1997b) . The first step was to define the mission of the program and the goals of the medical case management or disability management program as described above. The mission of the process was to assure quality employee health care, maintaining a healthy, productive work force.
Benchmarking, the second step, was a search for best process in disability management. The occupational health nurse manager reviewed several programs identified as "disability management programs." None of the existing programs fit the process under development for the defined population. Additionally, the majority of the programs focused on the management of occupational injury and illness. Some programs managed non-occupational injury and illness. However, the process used was for a smaller employee population, located at one site. The need was for a program model to manage several 386 thousand employees located in different business units, with different management and employee structure, style, culture, and philosophy, throughout the United States. In effect, this program (the product) was to be marketed to many different businesses responsible for their own costs and management under an umbrella corporation. Additional complicating factors included many direct and indirect reporting lines, union and non-union absentee policies, and political and administrative considerations.
Noted while benchmarking other programs, in addition to a lack of structure similar to the nurse manager's company, was the lack of emphasis existing programs placed on managing the cost of the disability while concurrently managing the health care aspects of employees' non-occupational injury or illness. While occupational injury and illness management programs aimed at reducing DAFW and resultant costs, non-occupational sickness and disability benefits and costs were often viewed by management, employees, and front line supervisors as an employee entitlement, rather than a targeted cost reduction. Appropriate operating non-occupational sickness and disability management programs were a rarity.
Assuring employees received quality care was a worthy mission readily identified by benchmarked programs. Even though current business literature focuses on the issue of managing the high cost of non-occupational injury and illness, identifying a need for programs to manage these costs (Jeffrey, N.A. "Employers aggressively attack disability costs." Wall Street Journal, October 28, 1996, pp. B-1), benchmarked programs lacked linking the goals of the occupational health program to the overall goals and business strategy of the organization. In addition, businesses also struggle with need for compliance with federally mandated programs such as the Family Medical Leave Act (FMLA) and the Americans With Disabilities Act (ADA).
The third step in the business process, after completing the benchmarking process, was to link corporate business strategy to occupational health services business strategy (Mintzberg, 1987) . Disability management provided this opportunity. The product plan needed to reflect effective clinical and business outcomes by demonstrating a reduction in sickness and disability costs. It was important that the reduction in disability costs relate to the corporation's income statement as evidenced by a reduction in overhead (operating) costs, noted on the corporation's balance sheet. Relating the reduction to an increase in Return on Investment (ROI) to the shareholder demonstrated as per share earnings was essential.
S.W.O.T. analysis (Kalina, 1997b ) was needed to accomplish steps one, two, and three-linking strategy and resources to product development and delivery. S.W.O.T. analysis is an acronym for a methodology used to define strengths, weaknesses, opportunities, and threats (Porter, 1980 ). Porter's theory suggested once an analysis is completed, a business has better understanding of its resources and weaknesses. Identification and understanding of resources and weaknesses should allow for more strategic positioning, thus increasing competitive advantage (Day, 1990) . The idea behind S.W.O.T. analysis is to identify opportunities and the strengths to pursue them, while eliminating weaknesses and threats by application of appropriate business strategy to address the same (Kalina, 1997b) .
Several strengths such as existing health records systems and the existence of local health service facilities with highly credentialed and experienced health service personnel at several major plants with large employee populations (500 or more employees) were identified. Wellness and EAP programs were in place (Kalina, 1995; 1997a) . In-house legal council was also available to address FMLA and ADA questions, as well as other legal questions that arose in planning and managing the program.
Weaknesses identified were directly linked to the lack of information technology supporting this disability management process. Weaknesses identified included: • Lack of early identification of an absent employee.
• Lack of measurement of disability length.
• Lack of measurement of the amount of product delivered to the customer. • Lack of planning for capture of statistical information for future analysis. When completing S.W.O.T. analysis, external environment analysis revealed several threats along with opportunities for growth. Threats identified were from outside contractor providers as well as a threat that the medical case management process would not be purchased in the future by the internal company businesses. Opportunity existed for continued growth of this product as an occupational health service supporting corporate business goals, while assuring quality cost effective health care for employees. The completion of S.W.O.T analysis concluded the feasibility steps of the business planning process.
Accounting Function
The disability management process was only one service offered at local occupational health services. To price the process, first a competitive analysis was completed. Next, the overall master budget of the entire health service was viewed to determine revenue desired in support of the corporate health service structure. Break even analysis was completed and actual cost of the service was determined. After all steps were completed, an actual price of the product was determined. It is important that the entire cost pricing analysis and project be undertaken with consideration of other services strategic and critical to the success of the health service business (Suver, 1990) .
Program Development
The next phase of the business planning process was the actual construction or planning of the program structure. The manager was challenged to develop a process to manage the disability cases. Additionally, where on site occupational health services did not exist, the manager was required to deliver the entire clinical product. Thus, the manager assumed a managerial role as well as the role of clinical provider. This challenge was compounded by the different levels of case complexity. AUGUST 1998, VOL. 46, NO.8 The first step in actual program development was to assign a level to the case correlating to the clinical intervention required to bring the case to resolution and successful outcome. The levels assigned were primary, secondary and tertiary. The primary level case was identified as the simple return to work case in an uncomplicated injury or illness. This stage of case management may be aimed at preventing injury or illness in a healthy employee or preventing complications in an existing illness. At this point the case manager also provides counseling and education related to preventive care.
An example is teaching the employee with diabetes about weight reduction or proper diet and foot care to prevent complications. Another example is the case of a pregnant employee taught good prenatal care, as well as well baby care and breastfeeding techniques. The nurse also counsels the employee about health practices aimed at prevention of future illness. This counseling may be as simple as reinforcing the need for handwashing to prevent the spread of colds and flu virus to diet counseling post-cardiac event.
An employee returning to work, with need for on the job restrictions or limited duty work assignment, is an example of the second level case. The occupational health nurse needs to consult with the supervisor and the employee as well as the company chief physician on site and personal physician to coordinate the return to work with restricted duty. The occupational health nurse and the chief physician also need to visit the worksite to develop an understanding of barriers preventing the employee from returning to work. Ongoing communication with employee and supervisor is essential for success in this return to work situation. An example of this is an employee needing straight day shift while regulating insulin dosage.
The third level of case management was identified as addressing the most complex and challenging case. Case examples include an employee requiring retraining and accommodation to return to the work force, or another employee never able to return to work in the previous occupation. This employee requires assistance throughout the long term disability process. In addition, the employee also may need counseling and vocational rehabilitation and education for another occupation outside the company.
Team Development
To effect successful return to work in case levels two and three, the nurse manager identified early on the need for a team to effect a successful case resolution. Development of the team brought together complimentary skills and expertise. The occupational health nurse manager found the team facilitated communication between employee and management, as well as offering more creative solutions to return to work issues. Core members of the team included the occupational health nurse corporate disability (case management) process manager and the local health service occupational health chief physician and occupational health nurse(s).
Additional members of the team varied. Team members might consist of the local human resource manager, a member of the law department to counsel about FMLA and ADA issues, an on site safety person, an industrial hygienist, the supervisor, the employee, the employee's significant other, a member of the employee assistance program (EAP), and/or a member of the wellness group. Members in addition to the core team of the occupational health nurse manager and the on site occupational health physician and occupational health nurse, depend on individual client need. The role of the occupational health nurse corporate disability manager is to consult and determine which professional disciplines and members best facilitated the employee's return to work. For example, one client needed a redesign of a work station. This was best accomplished by adding an industrial hygienist with a focus on ergonomic issues. The industrial hygienist was able to redesign the work station at minimal cost to accommodate the employee's return to work. Another example involvesthe addition of an outside physical therapist and occupational therapist as well as the supervisor. This group worked with the core team to establish a rehabilitation program addressing specific speech issues for an employee with speech challenges. Involvement of the supervisor enabled the speech and occupational therapist to include the employee's actual daily work into the rehabilitation process. Team planning for the return to work process enabled the employee to return to work approximately 18 weeks sooner than anticipated, effecting a substantial savings to the business as well as preventing a long term disability for the employee and his family. The involvement of the employee assistance provider to facilitate working through issues involving substance abuse was another example.
Establishment of a team at the worksite enables the corporate manager to serve as a consultant in the return to work process, while allowing for ownership of the actual return to work process to the site team. When an on site occupational health service is available, the role of the occupational health nurse manager of the disabil-388 ity process is to facilitate the development of the team while continuing ongoing consulting related to disability questions. At the same time, the local health service staff, familiar with local administrative policies and procedures, local health care community, and local on site supervision, begins assessment and evaluation of employee and job site to facilitate return to work. The occupational health nurse manager, if available, also conducts worksite assessments with the on site occupational health nurse and employee supervisors. Each case is treated as an individual case and professional challenge. Team meetings are conducted via phone conference or in person, depending on geographic and time considerations.
Identification of the absent employee is accomplished by development of an information technology system throughout the company aimed at identification of absence from the first day (Massucci, 1997) . Due to geographic distances of company sites in which the occupational health nurse manager provides all clinical case management, a 1-800 number was implemented to allow employees and management to speak with the manager of the disability process. The occupational health nursing manager also uses a paging system (beeper) and cellular phone to allow easy contact and consultation for management and employees.
Education of management and supervision about their role in disability management in general, as well as return to work and restricted duty issues in particular, continues as an ongoing challenge.
Clinical and Business Outcomes and Measurement
Successful clinical outcomes identified for employees have been demonstrated by an increased use of restricted duty as part of the rehabilitation process at the
.1996 job site, early return to work, and prevention of long term disability. Survey instruments were used for subjective measurement of client satisfaction. Survey results indicated employees expressed a better understanding of the role of occupational health services, the supervisor, and management working as a team in returning the employee to work. Employees also expressed a greater understanding of the importance and significance of work in the healing and rehabilitation process. The majority of clients perceived the process as positive, viewing the disability management process and the occupational health service as well as the multi-discipline disability management team as a client advocate. However, the success of the program also had to be measured in terms supporting business strategy (Byars, 1996) . The measurement included a reduction in DAFW which translated to a reduction in use of sickness and disability hours, with resultant reduction of sickness and disability costs to the business. The occupational health nurse manager represented this savings in several different ways to each business site (Figure 1) . Figure 2 is a graphic comparison of years 1995 and 1996. In 1995, medical case management did not exist at these sites. In 1996, the product was delivered to various sites. At sites in which the product was implemented, a significant reduction in sickness and disability costs was observed. A review of current sickness and disability cost figures for the company indicated at sites AUGUST 1998, VOL. 46, NO.8 in which the product was not provided yielded mixed results. Sickness and disability costs at one sight remained constant, while escalating at others.
PRESENT PRODUCT STATUS
Currently, a product (medical case management program) has been implemented for each business unit that has purchased case management using a corporate process tailored for each business site. An administrative process, as well as a clinical pathway, has been developed. The product is sold to the business unit at a per capita cost. At sites in which the product was not purchased for the entire population, individual disability management is provided, but at a much higher cost. The cost efficiency of this method for each site is questionable. Cost efficiency of this method will be researched and demonstrated to these business units in the future. An information technology system supporting the needs of the product for measurement, tracking, and trend analysis has been identified to a computer design group and is being incorporated into the design and construction of a new information technology system. The occupational health nurse manager has provided input into the process so that information technology needs of the disability management process may be addressed in the building and design of the system (Burgleman, 1996) .
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CONCLUSION
Optimum success is achieved when individual programs are developed and implemented to address the business strategy and needs of the customer, as well as the occupational health needs of the employee. Identification of client health and business needs, development of programs to address these needs, and customer responsiveness are critical to financial strategy as well as marketing and selling any product. An effective marketing strategy identifies customer response as ongoing and critical to program success. Because of the complexity of customers, clients, and purchasers, as well as the complexity of the internal and external business environment in which this product is delivered, it was critically important to the success of this product to define product and delivery methodology and process clearly and concisely from conception.
The product must be developed using business 1.
2.
3. AAOHN Journal 1998; 46(8) , 385-390.
Occupational health services need to link resources to business process to product to support the business goals of the corporate organization.
Use of business process steps in business plan development provides an organized, comprehensive approach to effective product development.
It is essential to demonstrate a cost reduction which is reflected in the business organization's ROI, resulting in the shareholder's increased per share earnings.
process design and methodology based on a strong financial model, enabling cost of product development to be directly related to final price (cost) structure given to the customer (Bruns, 1994) . Such a product model may easily be changed to address business needs, while supporting clinical needs of the employee and the clinical provider and also maintaining successful cash flow into the occupational health business (Day, 1990) . Occupational health nurses and occupational health physicians are continuously challenged to demonstrate their clinical expertise and service as economic value added to the business. Professional clinical expertise and clinical intervention can reduce costs to the business. Disability management programs, using professional clinical expertise, can reduce operating costs to the business, thus serving to demonstrate high quality occupational health is good business.
